Abstract Symptomatic primary hyperparathyroidism is still predominant form in developing countries. Sumit Shukla et al. (2008) Most of these lesions are usually less than 2 cm in diameter with serum calcium levels between 11 to 13 mg/dl. Our case had 3.9×2×1.7 cm non palpable right inferior parathyroid adenoma extending into superior mediastinum, serum calcium 17 mg/dl and vomiting as presenting symptom a case report.
Introduction
Parathyroid glands are located posterolateral and inferior to the thyroid gland. When the parathyroid glands enlarge they descent from their normal anatomic position. The inferior parathyroid glands arise from the third branchial pouche and since the embryologic journey is a longer one, ectopic sites for the inferior glands are more common and more widely distributed than ectopic sites for superior glands [2] . Our case was a 52 year old female who presented with recurrent vomiting for 3 days. Investigations showed serum calcium levels of 17 mg/dl with high parathormone levels. Sestamibi scanning and Ultrasound scan of neck detected a giant right inferior parathyroid adenoma extending into the superior mediastinum.
Case Report
A 52 year old female presented with recurrent vomiting for 3 days. Gastroduodenoscopy was normal. Serum calcium was17 mg/dl, serum albumin 3.7 gm/dl and serum creatinine 1.7 mg/dl. Further investigations revealed high parathormone (598 ng/ml) and phosphorus (1.7). Parathyroid scan showed retention of radiotracer over thyroid region. It was diagnosed as right parathyroid adenoma. USG of neck showed a large hypoechoic lesion 3.9×2×1.7 cm in the right paratracheal region extending from lower pole of right thyroid lobe medial to major vessels of neck. Inferior margin of lesion could not be traced due to retrosternal extension. After hemodialysis (with serum calcium 14.3 mg/dl) right inferior parathyroid adenoma was removed via low anterior cervical approach (Fig. 1) .
Post-operatively patient had hypocalcaemia for which calcium gluconate injections were given followed by oral calcium. After 1 month of surgery, patient was fine with a calcium level of 9 mg/dl and reduced oral calcium requirement.
Discussion
Indian patients with primary hyperparathyroidism present at young age (below 40 years) due to prevalence of Vitamin D deficiency or due to genetic profile as compared to mean age of 55-62 years in developed countries. Abdominal symptoms are seen in more than 50% of primary hyperparathyroid patients but are less common in Indian patients [1] . Sestamibi scanning is done to localize adenoma as ectopic parathyroid occur in 16% of cases. It is 95% accurate and sensitive for locating parathyroid adenoma [3] . Ultrasound or CT scan of neck is done to assess exact site, size and related surrounding structures. Bilateral parathyroid exploration with thyroid mobilization by capsular dissection is the procedure of choice for primary hyperparathyroidism [4] . The standard surgical approach through a low anterior cervical incision is used for most adenoma resections, as well as resections of aorticopulmonary window parathyroid tumour [5] . Intraoperative parathormone assay is necessary in solitary adenoma for high success rate of minimal invasive parathyroidectomy where a scan directed removal of an abnormal parathyroid gland through an incision of less than 2.5 cm in length is done [6] .
Parathyroid carcinoma is the cause of primary hyperparathyroidism in less than 1% of patients. Diagnosis requires presence of at least two of the following factors: histologic presence of capsular invasion, angioinvasion, tumor necrosis, fibrosis, pleomorphic cell in trabecular growth pattern, numerous mitotic figures, nuclear atypia and signs of invasion of the surrounding structures (venous structures, esophagus). Ki-67 labelling index use for differential diagnosis between parathyroid adenoma and carcinoma has been reported [7] . DNA ploidy analysis may be useful as most parathyroid carcinomas are aneuploid. Treatment for monolateral parathyroid carcinoma is total parathyroidectomy with ipsilateral thyroid lobectomy. Radical neck dissection is performed in case of lymph node metastases [8] . Fig. 1 Shows giant right inferior parathyroid adenoma extending into superior mediastinum
